This report includes the clinical, radiological, morbid anatomical, and histological findings in the lungs of a man who for a continuous period of 45 ('p' pulmonale) and inverted T waves in leads V1 to V4. The R wave in lead V1 was 2 mm.
G.A.W.J. aged 67 years was admitted to the General Hospital, Colombo in congestive cardiac failure.
His occupational history was interesting. He was employed 45 years ago by a shipping company in Colombo to unload coal from ships in the harbour. He continued in this job for 23 years and he stated that after a day's work he was completely covered in soot. He had no respiratory distress at that time but he noticed that his sputum was black. On Blood urea was 40 mg./100 ml. The electrocardiogram showed a vertical heart with right axis deviation. There were prominent right atrial 'p' waves ('p' pulmonale) and inverted T waves in leads V1 to V4. The R wave in lead V1 was 2 mm.
On radiological examination massive shadows were seen chiefly in the right middle and lower zones, from which linear shadows radiated in various directions (Fig. 1) Necropsy.-The relevant features were noticed chiefly in the lungs which were quite large and jet black in colour (Fig. 2) . They were hard in consistency and the cut section was intensely black. There was a noticeable increase in the fibrous tissue as well as a marked degree of emphysema. The hilar lymphatic glands were enlarged and black in colour. There was no evidence of tuberculosis.
Prolonged fixation in formalin did not cause any alteration in the colour of the lungs which remained black. The heart showed a marked degree of hypertrophy of the right ventricle.
Histology.-The chief feature is the presence of black carbon deposits which, in places, obscured the interstitial tissue of the lungs (Fig. 3) . There is also a marked degree of emphysema. These deposits are in the form of nodules, some of which show whorled collagen fibres resembling silicotic nodules (Fig. 4) . When examined by polarized light, refractile particles are seen in these nodules. Carbon pigment is also seen in the adventitial coats of blood vessels. The portions of the interstitial tissue unobscured by carbon show a marked increase of collagen fibres as revealed by van Gieson stain. Haemosiderin-laden phagocytes ('heart failure' cells) are seen in some of the alveoli. The blood vessels show a marked degree of intimal thickening. The mucosa of the bronchi and bronchioles is desquamated in places and shows some atrophy. Black pigment is seen in the lumen, and there are patches of bronchopneumonia. The hilar lymph nodes show some fibrosis and a marked degree of pigmentation.
Discussion
Although certain changes in the lungs have been described in plumbago workers in Ceylon (Dassanayake, 1948) , coal as a cause of pneumoconiosis in Ceylon has not been reported. All the evidence in the present case clearly indicates the fact that this patient's pneumoconiosis was due to the inhalation of coal dust over a prolonged period. This condition is similar to that of exposure experienced by 'trimmers' on ships who are known to develop coalworkers' pneumoconiosis (Boyd, 1958) .
The patient presented as a case of congestive cardiac failure. However, unusual features, such as the presence of a barrel-shaped chest and respiratory distress, with the patient making use of his accessory muscle of respiration, drew attention to the fact that the aetiology was that of chronic lung disease leading to right heart failure, i.e., chronic cor pulmonale. This itself is not very common in Ceylon except in asthmatics who have had the disease for several years. Exposure to dust is almost unknown; those who may be so exposed, e.g., plumbago (graphite) miners, are not known to develop chronic cor pulmonale. The careful interrogation of this patient with regard to his occupation gave the clue to this rare and unusual aetiology in Ceylon.
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